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Citation Condition or Requirement
1902(a)(10)(A)(i)(XIH) Payment of Premiums or Other Cost Sharing Charges
(XV), (XV1), and 1916(g)
of the Act

For individuals eligible under the BBA eligibility group
described in No. 23 on page 23d of Attachment 2.2-A:

__X_ The agency requires payment of premiums or
other cost-sharing charges on a sliding scale
based on.income. The premiums or other
cost-sharing charges, and how they are
applied are described below:

Cost-sharing will be in the form of co-payments to be collected by providers at the time
of service as follows: ‘

$ 7 per outpatient visit, other practitioner visit, clinic visit, urgent care visit, outpatient

therapy session or behavioral health session.

$ 7 perdental visit "’

$ 20 per emergency room visit

$ 30 per inpatient hospital admission

$ 5 per prescription, applies to prescription and nonprescription drug items

The state also has a maximum co-payment amount, after which the recipient will no
longer have a co-payment requirement for the remainder of the calendar year. The co-
payment maximum amounts are:

$600. for an individual with income under 100% of the Federal Poverty Income
Guideline (FPL), and $1500. for an individual with income between 100% and 250% of
the FPL.
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